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Meckel’s diverticulum is the most common congenital anomaly of the gastrointestinal 
tract and represents a persistent remnant of the omphalomesenteric duct. The most 
common clinical presentation is intermittent and painless rectal bleeding, followed 
by intestinal obstruction. Intestinal obstruction due to Meckel’s enterolith is rarely 
reported in children. We report a patient who presented with ileus secondary to 
fecalith impaction of Meckel’s diverticulum, causing intestinal obstruction and 
diverticulitis.
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1.  Introduction
Meckel’s diverticulum arises from the antimesen-
teric border of the distal ileum and is the most com-
mon congenital anomaly of the gastrointestinal tract. 
It results from incomplete involution of the ompha-
lomesenteric duct during the fifth to seventh week 
of gestation, and comprises at least 80% of ompha-
lomesenteric duct remnants. The diverticulum is 
commonly located 40−60 cm proximal to the ileoce-
cal valve. The usual clinical presentation is digestive 
hemorrhage, intestinal obstruction and inflamma-
tion. We report a case with initial presentation of 
abdominal pain, nausea and vomiting progressing to 
intestinal obstruction due to fecaliths of the Meckel’s 
diverticulum.
2.  Case Report
A 9-year-old boy presented with a 2-day history of 
abdominal pain, accompanied by nausea and vom-
iting. Physical examination revealed a distended ab-
domen, decreased bowel sound and diffuse rebound 
tenderness of the abdomen. Initial plain abdominal 
film showed local ileus, and multiple dilated bowel 
loops were visible on the follow-up film a few hours 
later (Figure 1). Emergent laparotomy was per-
formed under the impression of mechanical ileus. 
Fecalith formation in a Meckel’s diverticulum about 
80 cm proximal to the ileocecal valve was found. 
The fecalith was milked distally to the cecum, and 
resection of the diverticulum and appendectomy 
were performed. Histology of the dissected spec-
imen demonstrated diverticulitis with acute in-
flammatory cells in the wall, without heterotopic 
mucosa. Oral feeding was started 1 week postop-
eratively and was well tolerated thereafter.
3.  Discussion
Meckel’s diverticulum is the most common congen-
ital anomaly of the gastrointestinal tract. It repre-
sents a remnant of the omphalomesenteric duct, 
which connects the primitive gut to the yolk sac in 
early fetal life and is normally obliterated by the 
seventh to eighth week of gestation. Failure of the 
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omphalomesenteric duct to regress may lead to a 
fibrous band connecting the small intestine to the 
umbilicus, an omphalomesenteric fistula, an ente-
rocyst, or a Meckel’s diverticulum.
Meckel’s diverticulum develops in about 2% of 
the population.1 Symptoms resulting from a Meckel’s 
diverticulum occur because of complications, and 
are more frequent in children than in adults. In chil-
dren, intermittent and painless bleeding is the most 
common presentation due to the presence of ec-
topic mucosa in the diverticulum. The second most 
common presentation is small bowel obstruction, 
usually due to volvulus, adhesions, intussusceptions, 
fibrous bands or internal herniation.2 Only a few 
cases of obstruction in adults owing to enterolith 
formation at the site of the diverticulum have been 
reported in the literature. The incidence of entero-
liths was found to be about 0.3−10% of all cases of 
Meckel’s diverticulum, and this was even lower in 
children.3−5
The pathogenesis of stone formation in Meckel’s 
diverticulum is unclear. It may be related to stasis 
resulting from poor coordination of the peristaltic 
wave at the site of the Meckel’s diverticulum.4,6 The 
absence of ectopic gastric mucosa may also lead to 
a more alkaline environment in the diverticulum, 
favoring precipitation of calcium and other miner-
als necessary for enterolith formation.7,8 Extrusion 
of an enterolith into the lumen of the small bowel 
may cause small bowel obstruction. The mechanism 
of obstruction may involve local encroachment, or 
more often, enterolith expulsion with distal bowel 
obstruction. Acute abdomen due to diverticulitis 
and perforation is another possible complication.8
The clinical manifestations of Meckel’s enterolith 
can be acute intermittent abdominal pain, and/or 
chronic gastrointestinal blood loss,4 and acute abdo-
men due to complications such as diverticulitis and 
perforation may mimic that of acute appendicitis. 
Meckel’s enterolith is rarely visualized on abdomi-
nal radiographs and, when it is detected, must be 
differentiated from appendicolith. Patients with 
appendicolith tend to present with acute onset, 
compared with relatively chronic onset in patients 
with Meckel’s enterolith.4 Enteroliths within a 
blind-ended fluid- or gas-filled structure that is 
continuous with the small bowel may be seen by 
computerized tomography (CT). High-resolution 
so nography usually shows a fluid-filled structure in 
the right lower quadrant, with the appearance of 
a blind-ended, thick-walled loop of bowel, with a 
clear connection to a peristaltic small-bowel loop. 
Enteroliths are visualized as shadowy echogenic 
foci.9 Meckel’s enteroliths not visible on abdomi-
nal radiographs are often also undetected by CT or 
so nography, although CT and sonography are known 
to be more sensitive than abdominal radiography 
for revealing calcifications.
Surgical treatment of Meckel’s stone ileus in-
volves en bloc resection of the portion of the small 
bowel containing the impacted stone, together with 
the diverticulum,10 or the stone can be removed 
by manipulation to the distal bowel or through an 
enterotomy, if milking fails.
Meckel’s enterolith is a rare complication of 
Meckel’s diverticulum. However, extrusion of the 
enterolith into the bowel lumen may cause obstruc-
tion of the small bowel, and warrants immediate 
surgery. Meckel’s enterolith should thus be included 
in the differential diagnosis of children with acute 
intestinal obstruction.
References
1. Ludtke FE, Mende V, Kohler H, Lepsien G. Incidence and 
frequency of complications and management of Meckel’s 
diverticulum. Surg Gynecol Obstet 1989;69:537−42.
2. Menezes M, Tareen F, Saeed A, et al. Symptomatic Meckel’s 
diverticulum in children: a 16-year review. Pediatr Surg Int 
2008;24:575−7.
3. Kusumoto H, Yoshida M, Takahashi I, Anai H, Maehara Y, 
Sugimachi K. Complications and diagnosis of Meckel’s diver-
ticulum in 776 patients. Am J Surg 1992;164:382−3.
4. Pantongrag-Brown L, Levine MS, Buetow PC, Buck JL, Elsayed 
AM. Meckel’s enteroliths: clinical, radiologic, and pathologic 
findings. Am J Roentgenol 1996;167:1447−50.
5. van Es HW, Sybrandy R. Enteroliths in a Meckel’s diverticu-
lum. Radiology 2000;214:524−6.
6. Barr H. Calculi in Meckel’s diverticulum. Br J Surg 1984;71:
478−9.
7. Javors BR, Bryk D. Enterolithiasis: a report of four cases. 
Gastrointest Radiol 1983;8:359−62.
8. Macari M, Panicek DM. CT findings in acute necrotizing 
Meckel’s diverticulitis due to obstructing enterolith. J Comput 
Assist Tomogr 1995;19:808−10.
9. Elsayes KM, Menias CO, Harvin HJ, et al. Imaging manifes-
tations of Meckel’s diverticulum. AJR Am J Roentgenol 
2007;189:81−8.
10. Matsagas M, Fatouros M, Koulouras B, Giannoukas A. 
Incidence, complications and management of Meckel’s diver-
ticulum. Arch Surg 1995;130:143−6.
Figure 1 Plain abdominal film showing multiple dilated 
bowel loops.
